The importance of patient-centered care and co-creation of care for satisfaction with care and physical and social well-being of patients with multi-morbidity in the primary care setting. by Cramm, J.M. (Jane) et al.
RESEARCH ARTICLE Open Access
The importance of patient-centered care
and co-creation of care for satisfaction with
care and physical and social well-being of
patients with multi-morbidity in the
primary care setting
Sanne Jannick Kuipers* , Jane Murray Cramm and Anna Petra Nieboer
Abstract
Background: Patients with multi-morbidity have complex care needs that often make healthcare delivery difficult
and costly to manage. Current healthcare delivery is not tailored to the needs of patients with multi-morbidity,
although multi-morbidity poses a heavy burden on patients and is related to adverse outcomes. Patient-centered
care and co-creation of care are expected to improve outcomes, but the relationships among patient-centered
care, co-creation of care, physical well-being, social well-being, and satisfaction with care among patients with
multi-morbidity are not known.
Methods: In 2017, a cross-sectional survey was conducted among 216 (of 394 eligible participants; 55% response
rate) patients with multi-morbidity from eight primary care practices in Noord-Brabant, the Netherlands. Correlation
and regression analyses were performed to identify relationships among patient-centered care, co-creation of care,
physical well-being, social well-being, and satisfaction with care.
Results: The mean age of the patients was 74.46 ± 10.64 (range, 47–94) years. Less than half (40.8%) of the patients were
male, 43.3% were single, and 39.3% were less educated. Patient-centered care and co-creation of care were correlated
significantly with patients’ physical well-being, social well-being, and satisfaction with care (all p≤ 0.001). Patient-centered
care was associated with social well-being (B = 0.387, p≤ 0.001), physical well-being (B = 0.368, p≤ 0.001) and satisfaction
with care (B = 0.425, p≤ 0.001). Co-creation of care was associated with social well-being (B = 0.112, p = 0.006) and
satisfaction with care (B = 0.119, p = 0.007).
Conclusions: Patient-centered care and co-creation of care were associated positively with satisfaction with care and the
physical and social well-being of patients with multi-morbidity in the primary care setting. Making care more tailored to
the needs of patients with multi-morbidity by paying attention to patient-centered care and co-creation of care may
contribute to better outcomes.
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Background
Because of aging populations, the prevalence of multi-mor-
bidity has grown tremendously and is expected to increase
even further in the near future [1, 2]. This increase poses a
challenge, as patients with multi-morbidity have complex
care needs that often make adequate healthcare delivery
difficult and costly to manage [3]. Most current healthcare
systems are single disease–oriented and thus not adequately
responsive to patients with multiple diseases and combina-
tions of complex care needs. Healthcare for patients with
multi-morbidity involves following multiple disease-specific
guidelines that do not take aspects of multi-morbidity into
account, resulting in a deficiency of evidence regarding best
treatment [4, 5]. Current care delivery is not tailored to the
needs of patients with multi-morbidity [6], despite the
heavy burden that multi-morbidity places on these patients.
This burden is often related to adverse patient outcomes,
leading to a greater risk of mortality and increased health-
care utilization and cost [7]. As a result, patients with
multi-morbidity report lower quality of life and well-being,
and less satisfaction with care [3, 8]. Making care more
patient-centered may be the way forward.
Patient-centered care (PCC) has the potential to make
care more tailored to the needs of patients with
multi-morbidity. PCC can be defined as “providing care
that is respectful of and responsive to individual patient
preferences, needs, and values and ensuring that patient
values guide all clinical decisions” [9]. Previous studies have
investigated patients’ perspectives on PCC and distin-
guished eight dimensions: (1) patients’ preferences, (2) in-
formation and education, (3) access to care, (4) emotional
support, (5) family and friends, (6) continuity and transi-
tion, (7) physical comfort, and (8) coordination of care [10].
According to a systematic review conducted by Rathert and
colleagues [11], organizations that are more patient-cen-
tered also have more positive outcomes, such as greater sat-
isfaction with care, greater job satisfaction among
healthcare professionals, increased quality and safety of
care, and greater quality of life and well-being of patients.
However, the systematic review included mainly studies
conducted in hospital settings; very few were conducted in
primary care settings and they did not specifically target
patients with multi-morbidity. Although PCC is expected
to be beneficial for patients with multi-morbidity, the
relevance of its eight dimensions for these patients in the
primary care setting is not known. Given that PCC may
differ among settings [11], investigation of its effects on
patients with multi-morbidity in the primary care setting is
important.
Co-creation of care
In addition to the eight dimensions of PCC, which
inform us how patient-centered organizations are, exam-
ination of co-creation of care is important. Co-creation
of care is based on the quality of relationships character-
ized by patient-centered interaction and communication,
which is also important for improving outcomes [12,
13]. Co-creation of care is the establishment of productive
interactions between patients and healthcare professionals
[13]. Productive interactions are defined as timely, accur-
ate, and problem-solving ways of communication [14].
According to Gittell [14], three relational dimensions are
particularly important for establishing such productive
interactions: shared goals, shared knowledge, and mutual
respect. Co-creation is especially important in situations
characterized by complex tasks, uncertainty, and time
constraints. A meta-synthesis by Cottrell and Yardley [15]
showed that patients, general practitioners (GPs), and
medical interns experience the complexity of managing
care for patients with multi-morbidity, and they face diffi-
culties and uncertainties in finding the type of care
necessary to meet all of these patients’ needs and wishes.
Moreover, GPs find that care delivery to patients
with multi-morbidity is often time consuming
because of single-disease-oriented systems and their
accompanying logistics. These difficult and complex
issues thus make the co-creation of care potentially
valuable in the context of care delivery to patients
with multi-morbidity. Co-creation of care is expected
to lead to better outcomes among these patients.
PCC and patient outcomes
Physical and social well-being and satisfaction with care
are important outcomes for patients with multi-morbidity
[6]. Programs that improve the quality of primary care are
associated with better outcomes, such as improved phys-
ical well-being, but are not able to prevent the decline in
social well-being of patients with chronic illnesses [16].
Making chronic care more patient-centered is expected to
enable patients to manage their own health and quality of
life, thereby improving their physical and social well-being
and satisfaction with care [16]. Rathert and colleagues [11]
reported positive relationships between PCC and patients’
well-being and satisfaction with care, but their review did
not include studies of patients with multi-morbidity in the
primary care setting. The relationships among PCC,
co-creation of care, patients’ well-being (physical and so-
cial), and patients’ satisfaction with care remain unexam-
ined among patients with multi-morbidity.
Study aim
Although we hypothesize positive associations among PCC,
co-creation of care, physical and social well-being, and sat-
isfaction with care among patients with multi-morbidity,
research supporting these expectations is still lacking.
Therefore, this study aimed to explore the current level of
PCC delivery to patients with multi-morbidity in the pri-
mary care setting and the relationships among
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patient-centered care, co-creation of care, satisfaction with
care, and physical and social well-being of patients with
multi-morbidity.
Methods
This study included multi-morbid patients from eight
primary care practices in Noord-Brabant, the Netherlands.
All patients with two or more registered chronic conditions
(n= 413) were eligible to participate. Exclusion criteria were:
too ill to participate or recently moved (and as a result no
longer treated by the primary care practices under study).
Based on information received from the GP, patient or their
informal caregiver nineteen patients were not eligible to par-
ticipate (death (n = 4), terminal illness (n = 2), incorrect ad-
dress (n = 5), recent move (n= 2), inability to fill in the
questionnaire due to poor cognitive functioning (n= 2), re-
cent stroke (n = 1), or poor eyesight (n= 3)). Questionnaires
were sent by mail to all remaining participants (n= 394).
After a few weeks, reminders were sent to non-respondents.
Another few weeks later, second reminders and duplicates
of the questionnaire were sent to non-respondents. When
no response was received after the second reminder, we
called non-respondents for whom telephone numbers were
available. In total, 216 patients filled in the questionnaire
and consented to participate in the study. Thus, the re-
sponse rate was 55% (216 out of 394 respondents). A sample
size calculation revealed that 110 participants would be re-
quired in order to detect small to medium effects with 95%
power and a type 1 error rate of 5% [17]. Having 216 re-
spondents is therefore sufficient for valid results.
The medical ethics committee of the Erasmus Medical
Centre, Rotterdam, the Netherlands, reviewed the research
proposal (file number METC_2018_021) and decided that
the rules laid down in the Dutch Medical Research Involv-
ing Human Subjects Act did not apply. Our research did
not have a RCT design, participants were not subjected to
procedures such as taking a blood sample, the research was
not carried out with the intention of contributing to
medical knowledge (e.g. etiology, pathogenesis, signs/symp-
toms, diagnosis) by systematically collecting and analyzing
data. The main aim of the research was to investigate expe-
riences of participants with care delivery, a process evalu-
ation to improve quality of care delivery, which does not fall
under the scope of Medical Research Involving Human Sub-
jects Act (WMO) (see https://english.ccmo.nl/investigators/
legal-framework-for-medical-scientific-research/your-research-
is-it-subject-to-the-wmo-or-not). Written consent was ob-
tained from all participants.
Measures
PCC for patients with multi-morbidity in the primary care
setting
PCC for patients with multi-morbidity in the primary care
setting was measured using the 36-item patient-centered
primary care (PCPC) instrument, which assesses the eight
dimensions of PCC [18]. The PCPC instrument builds on
our earlier work, in which we investigated the eight di-
mensions of PCC in hospital and long-term care settings
[19–21]. Responses of patients were measured on a
5-point scale ranging from 1 (totally disagree) to 5 (totally
agree), with higher scores indicating greater PCC. Scores
for each of the eight dimensions of PCC were derived by
calculating the average score for all items in that particular
dimension. The overall score of PCC, in turn, was derived
by calculating the average score for the eight dimensions
(mean of the eight subscales calculated in the previous
step). In this study, the Cronbach’s alpha value for this in-
strument was 0.89, indicating good reliability.
Well-being
Well-being was measured with the 15-item version of
the Social Production Function Instrument for the Level
of Well-being (SPF-ILs) [22]. Levels of physical (comfort
and stimulation) and social (status, behavioral confirm-
ation, and affection) well-being were measured. Responses
of patients were measured on a 4-point scale ranging from
1 to 4, with higher scores indicating greater well-being.
Scores for physical and social well-being were derived by
calculating the average score for all items in that particular
subsection of items. In this study, the Cronbach’s alpha
value for both physical and social well-being, measured
with the SPF-ILs, was 0.83, indicating good reliability.
Co-creation of care
Co-creation of care was measured with the relational
co-production instrument [23]. The instrument consists
of seven items measuring four aspects of communication
(timely, accurate, frequent, and problem-solving) and
three aspects of the relationship (shared goals, shared
knowledge, and mutual respect) between patients with
multi-morbidity and the healthcare professionals treating
them (GPs, nurse practitioners, and specialists). Responses
of patients were measured on a 5-point Likert-scale
ranging from 1 (never) to 5 (always), with higher scores
indicating better co-creation of care. Scores for
co-creation of care were derived by calculating the average
score for all items in this instrument. In this study, the
Cronbach’s alpha value for this instrument was 0.93, indi-
cating excellent reliability.
Satisfaction with care
The adjusted version of the Satisfaction with Stroke Care
questionnaire (SASC) was used to measure patients’ sat-
isfaction with care [24]. Although the original 8-item
SASC was used among stroke patients, this instrument
contains generic questions about satisfaction with care
and is not restricted to patients receiving stroke care.
The SASC instrument is therefore often used in various
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patient populations in the hospital setting [25–28].
Given that the instrument was developed to assess satis-
faction with care in the hospital setting, we did slightly
adjust items for the primary care setting (e.g. ‘The doc-
tors have done everything they can to make me well
again’ was changed into ‘The staff has done everything
they can to make me well again’). Furthermore, we re-
moved irrelevant or overlapping items (e.g. ‘The
hospitalization process went smoothly’ and ‘I have been
treated with kindness and respect by the staff at the hos-
pital’), which resulted in a final set of 6 items: ‘I have re-
ceived all the information I want about the causes and
nature of my illness(es)’, ‘The staff has done everything
they can to make me well again’, ‘I am satisfied with the
type of treatment they have given me (e. g. physiother-
apy, occupational therapy)’, ‘I have had enough therapy
(e.g. physiotherapy, occupational therapy)’, ‘I am happy
about the effect treatments had on my disease progres-
sion’, and ‘I am satisfied with the treatment provided by
the general practitioner who I visit’. Responses of pa-
tients were measured on a 4-point scale ranging from 1
(totally disagree) to 4 (totally agree), with higher scores
indicating greater satisfaction with care. Satisfaction with
care scores were derived by calculating the average score
for all 6 items. In this study, the Cronbach’s alpha value
for this instrument was 0.89, indicating good reliability.
Background characteristics
Patients were also asked to provide information on back-
ground characteristics, such as age, gender, education,
and marital status. Dummy variables were created for
marital status (1, living alone, widowed or divorced; 0,
married/living with partner) and education (1, primary
education or less; 0, preparatory school for vocational
secondary education or higher).
Statistical analyses
SPSS software (version 23; IBM Corporation, Armonk,
NY, USA) was used to analyze the data. Descriptive
statistics were applied to all variables and involved the
calculation of ns, means, minimums, maximums, standard
deviations (SDs), and/or percentages. Pearson correlation
analyses were performed to identify associations between
PCC and background characteristics, co-creation of care,
satisfaction with care, and physical and social well-being
of patients with multi-morbidity. Regression analyses were
performed to investigate multivariate relationships among
these variables. Two-sided p values ≤0.05 were considered
to be significant.
As data were missing for some PCC items due to
occasional inapplicability, we additionally employed
multiple imputation techniques (Markov chain Monte
Carlo) and performed the regression analyses on pooled
results based on the five imputed datasets (n = 216 each).
Predictive mean matching was used as an imputation
model to ensure that imputed values preserved the ac-
tual range of each variable.
Results
Table 1 displays the background characteristics of the pa-
tients. Their mean age was 74.46 ± 10.64 (range, 47–94)
years. Less than half (40.8%) of the patients were male,
43.3% were single, and 39.3% had low educational levels.
The mean overall score for the level of PCC in the pri-
mary care practices was 3.84 ± 0.47. PCC dimension
scores ranged from 3.45 (SD 0.75) to 3.99 (SD 0.56). The
mean scores for the emotional support and family and
friends dimensions were relatively low (3.45 and 3.57, re-
spectively). The mean score for co-creation of care was
3.61 ± 0.85. GPs received the highest co-creation of care
score (3.78 ± 0.88), followed by nurse practitioners (3.63
± 1.03) and specialists (3.12 ± 1.32). The mean satisfac-
tion with care score was 3.13 ± 0.45. The mean scores
for social and physical well-being were 2.71 ± 0.53 and
2.55 ± 0.62, respectively; these scores were lower than
those obtained among patients with chronic obstructive
pulmonary disease (COPD), cardiovascular disease
(CVD), and diabetes (see Additional file 1: Table S1).
Table 1 Descriptive statistics (n = 216)
Characteristic Mean ± standard deviation (range) or
percentage
Age (years) 74.44 ± 10.64 (47–94)
Gender (male) 40.8%
Education (low) 39.3%
Marital status (single) 43.3%
Patient-centered care 3.84 ± 0.47 (1.7–5)
Preferences 3.96 ± 0.63 (1–5)
Physical comfort 3.92 ± 0.57 (1.8–5)
Coordination 3.92 ± 0.61 (2–5)
Emotional support 3.45 ± 0.75 (1–5)
Access to care 3.99 ± 0.56 (1.67–5)
Continuity and
transition
3.97 ± 0.58 (2–5)
Information and
education
3.89 ± 0.56 (2–5)
Family and friends 3.57 ± 1.01 (1–5)
Co-creation of care 3.61 ± 0.85 (1–5)
General practitioner 3.78 ± 0.88 (1–5)
Nurse practitioner 3.63 ± 1.03 (1–5)
Specialist 3.12 ± 1.32 (1–5)
Satisfaction with care 3.13 ± 0.45 (1.5–4)
Social well-being 2.71 ± 0.53 (1.44–4)
Physical well-being 2.55 ± 0.62 (1–4)
Note: Based on imputed data
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Table 2 shows the percentage of patients who (com-
pletely) agreed with each PCC item (if applicable). About
half of patients agreed with the items in the emotional
support dimension. In the patient preferences dimen-
sion, about three-fourths of patients agreed with the
items “I was helped to determine my own treatment
goals,” “I felt supported to achieve my treatment goals,”
and “I received advice that I really could use.” In the
physical comfort dimension, 60% of patients felt that
attention was given to fatigue and insomnia, 74.3% felt
that the waiting rooms were comfortable, and 71.5% felt
that they had sufficient privacy in the treatment room
and at the counter. An important issue in the access to
care dimension seems to be waiting time; slightly more
than 30% of patients felt that they had been waiting too
long to be seen by care providers. In the information
and education dimension, about half of the patients felt
that their own data was easily accessible. Finally, there is
room for improvement in the friends and family dimen-
sion, especially concerning the items “attention was
given to care and support provided by family members”
and “attention was given to possible questions from my
family members.” When applicable, more than one-third
of respondents were dissatisfied about the way in which
care providers involved family and friends.
The results of the correlation analysis are displayed in
Table 3. PCC and co-creation of care were correlated
significantly with patients’ physical well-being, social
well-being, and satisfaction with care (all p ≤ 0.001). In
addition, a weak negative correlation was found be-
tween satisfaction with care and single marital status
(r = − 0.148, p = 0.033). Physical well-being was corre-
lated negatively with age (r = − 0.165, p = 0.016). A
Table 2 Percentages of respondents’ agreement with patient-
centered care items
Patient-centered care item (Completely)
agree (%)
Patient preferences
I felt taken seriously 89.2
My wishes and preferences were taken into account
when choosing a treatment
80.4
I was involved in decisions about my treatment 85.7
The influence that the treatment can have on my life
was taken into account
80.4
I was helped to determine my own treatment goals 73.5
I felt supported to achieve my treatment goals 77.0
I received advice that I really could use 79.0
Physical comfort
Attention was given to my physical comfort (such as
the management of pain, shortness of breath)
84.7*
Attention was paid to fatigue and insomnia 60.8*
The (waiting) rooms were clean 90.0
The (waiting) rooms were comfortable 74.3




Everyone was well informed; I only had to tell my story
once
81.5*
The care was well attuned among the practitioners
involved
81.7*
I knew who was coordinating my care 71.9
I could easily contact someone with questions 79.4
Continuity and transition
When being referred to another care provider
(specialist/dietician/physiotherapist) I was well
informed about where to go and why
86.0*
With a referral, all my information was passed on
correctly
82.2*
Advice (such as medication) from different practitioners
(medical specialists and family doctor) was well
attuned to each other
78.7*
Treatment from the family doctor is in line with
treatment from other care providers
84.7*
Emotional support
Emotional support was also provided 53.0
Attention was paid to possible feelings of fear, gloom,
and anxiety
54.5
I was made aware of the possibilities for more
intensive emotional support
32.4
Attention was paid to the impact of my health on my
private life (family, relatives, work, social life)
52.0
Access to care
It was no problem to go from my home to my family
doctor and back again
80.4
The general practice was easily accessible 94.7
I could easily schedule an appointment quickly 85.6
On a visit I didn’t have to wait long before it was my turn 69.4
Table 2 Percentages of respondents’ agreement with patient-
centered care items (Continued)
Patient-centered care item (Completely)
agree (%)
I could easily request a prescription refill 93.3
Information and education
I was well informed 87.5
The information I received was well explained 85.1
I had easy access to my own data (lab results,
medication overview, referrals)
55.2
I could ask all the questions I wanted 89.6
Family and friends
With my consent, relatives were involved in my
treatment
70.5*
Attention was given to care and support provided by
family members
57.4*
Attention was given to possible questions from my
family members
63.3*
Note: Based on non-imputed data. *If applicable
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weak positive correlation was found between physical
well-being and male gender (r = 0.152, p = 0.029). All
eight dimensions of PCC were correlated significantly
with patients’ physical well-being, social well-being,
and satisfaction with care (Table 4). Finally, a positive
relationship was found between PCC and co-creation
of care (r = 0.442, p < 0.001).
The results of the multivariate regression analyses are
presented in Table 5. After controlling for background
characteristics, PCC was associated with social
well-being (B = 0.387, p ≤ 0.001), physical well-being (B
= 0.368, p ≤ 0.001), and satisfaction with care (B = 0.425,
p ≤ 0.001). Co-creation of care was associated with social
well-being (B = 0.112, p = 0.006) and satisfaction with
care (B = 0.119, p = 0.007). Although we found a signifi-
cant association between co-creation of care and phys-
ical well-being in the bivariate analysis, this effect
dissipated in the multivariate analysis (B = 0.062, p =
0.249). The significant associations of background char-
acteristics with satisfaction with care and physical
well-being also dissipated in the multivariate analysis.
Discussion
This study demonstrated that the eight dimensions of
PCC and co-creation of care are important for satisfac-
tion with care, physical well-being, and social well-being
among patients with multi-morbidity in the primary care
setting in Noord-Brabant, the Netherlands. Although
similar findings have been obtained among patients in
hospital settings [11] and for care delivery to people with
intellectual disabilities [13], this study is the first to show
the importance of both PCC and co-creation of care for
patients with multi-morbidity in the primary care set-
ting. This patient population experiences lower levels of
social and physical well-being than do patients with sin-
gle chronic diseases, such as COPD, CVD, and diabetes
[29–31]. Patients with multi-morbidity differ in many
other aspects from patients with single chronic diseases.
Hopman, Schellevis, and Rijken [32] showed that pa-
tients with multi-morbidity are more often male and less
educated, and that they experience more problems in
health domains such as mobility, usual activities, and
pain/discomfort. Thus, care needs to be made more
Table 3 Associations between patients’ characteristics, patient-centered care, co-creation of care and satisfaction and social and
physical well-being (n = 216)
Satisfaction with care Social well-being Physical well-being
Variable r p r p r p
Age (years) −0.121 0.080 −0.006 0.927 −0.165 0.016
Gender (male) 0.110 0.155 0.057 0.407 0.152 0.029
Marital status (single) −0.148 0.033 −0.011 0.870 −0.129 0.064
Education (low) −0.080 0.263 −0.050 0.473 −0.131 0.064
Patient-centered care 0.501 < 0.001 0.446 < 0.001 0.392 < 0.001
Co-creation of care 0.389 < 0.001 0.334 < 0.001 0.217 0.001
Note: Based on imputed data
Table 4 Relationships of the eight patient-centered care dimensions and co-creation of care with satisfaction and social and
physical well-being (n = 216)
PCC dimension or co-
creation of care
Satisfaction with care Social well-being Physical well-being
r p r p r p
Patients’ preferences 0.446 < 0.001 0.324 < 0.001 0.333 < 0.001
Physical comfort 0.371 < 0.001 0.367 < 0.001 0.325 < 0.001
Coordination of care 0.475 < 0.001 0.363 < 0.001 0.294 < 0.001
Emotional support 0.309 < 0.001 0.307 < 0.001 0.183 0.011
Access to care 0.454 < 0.001 0.324 < 0.001 0.333 < 0.001
Continuity and transition 0.442 < 0.001 0.335 < 0.001 0.203 0.010
Information and education 0.416 < 0.001 0.398 < 0.001 0.280 < 0.001
Family and friends 0.308 < 0.001 0.332 < 0.001 0.202 0.013
Overall PCC 0.501 < 0.001 0.446 < 0.001 0.329 < 0.001
Co-creation of care 0.389 < 0.001 0.334 < 0.001 0.217 < 0.001
Note: Based on imputed data. PCC, patient-centered care
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patient-centered and tailored to the needs of patients
with multi-morbidity.
Although the overall level of PCC in the primary care
practices included in this study was sufficient, there is
room for improvement in two dimensions in particular:
family and friends, and emotional support. More than
one-quarter of all patients with multi-morbidity in this
study were not completely satisfied with aspects of the
involvement of family and friends in their care. More-
over, this dimension was not considered to be applicable
for almost half of the study population; 43% of patients
were single, which could reflect an absence of family
members who could be involved in the care process.
Chronically ill patients who are married or have partners
are more likely to bring these partners to GP visits [33].
Furthermore, previous studies have shown that
two-thirds of care providers endorse barriers to the par-
ticipation of family and friends in patients’ care pro-
cesses; they are concerned about privacy rules, they
experience the involvement of family and friends as bur-
densome, and/or they are uncertain about their skills for
such involvement [33].
About half of the patients surveyed in this study did
not experience sufficient levels of emotional support
from their care providers. Kenning and colleagues [34]
revealed a discrepancy between the expectations and ex-
periences of patients with multi-morbidity and their care
providers in the primary care setting. Further research
should focus on how emotional support should be pro-
vided to meet patients’ needs.
In the bivariate analyses, co-creation of care was re-
lated positively to satisfaction with care, physical
well-being, and social well-being. However, the effect of
physical well-being dissipated in the multivariate ana-
lyses. The stronger association between co-creation of
care and social well-being could be explained by the fact
that the former focuses mainly on social aspects, namely
the quality of a relationship [14]. The key elements of
co-creation of care (shared goals, shared knowledge, mu-
tual respect) enable the realization of social well-being
goals. To illustrate, mutual respect between patients and
care providers may result in higher levels of status for
patients, as when they receive compliments from care
providers on how they are dealing with their conditions
relative to other patients or compared to how they used
to deal with their conditions. Acknowledging a patient’s
specific care needs may result in more affectionate and
trusting interactions with the care provider, fulfilling the
patient’s need for affection and behavioral confirmation.
Co-creation of care may add to social well-being through
the quality of patient-centered interaction and commu-
nication. However, when a patient’s physical health dete-
riorates, this quality is unlikely to improve or change
his/her physical status. Currently, most researchers do
not consider physical and social well-being separately;
rather, they combine the concepts into a single overall
well-being or quality of life score. The findings of this
study demonstrate the importance of separately examin-
ing physical and social well-being in future research on
PCC and co-creation of care.
This study has several limitations that should be
taken into account when interpreting our findings.
First, the cross-sectional design prevented us from
determining the causality of relationships. Second, this
study was conducted in Noord-Brabant, a region in
the Netherlands; research in other regions and/or
countries is needed to confirm our study findings.
Third, this study assessed the experiences of patients
with multi-morbidity, which does not guarantee the
objectivity of observations and measurements; however,
subjective experiences and self-rated health are important
predictors of health outcomes, such as morbidity and
mortality [35]. The final limitation is the response rate.
Although the response rate of 55% might be considered as
low, it is higher compared to other studies in which the
respondents also received a questionnaire by mail [36, 37]
and much higher compared to earlier studies using the
same strategy among chronically ill patients (31% response
rate) [38]. Our sample still may be biased which could
have affected our study findings; non-responders may
Table 5 Multivariate relationships of variables with satisfaction with care, social well-being, and physical well-being (n = 216)
Variable Satisfaction with care Social well-being Physical well-being
B (SE) p B (SE) p B (SE) p
Age 0.004 (0.003) 0.210 0.000 (0.003) 0.932 −0.005 (0.004) 0.241
Gender 0.019 (0.059) 0.785 0.018 (0.072) 0.770 0.107 (0.086) 0.210
Marital status −0.055 (0.070) 0.648 0.051 (0.062) 0.233 −0.038 (0.088) 0.667
Education −0.068 (0.080) 0.397 −0.061 (0.062) 0.326 −0.099 (0.095) 0.297
Patient-centered care 0.425 (0.078) ≤0.001 0.387 (0.069) ≤0.001 0.368 (0.097) ≤0.001
Co-creation of care 0.119 (0.044) 0.007 0.112 (0.039) 0.006 0.062 (0.054) 0.249
Note: Based on imputed data
Adjusted R2 social well-being: 0.18
Adjusted R2 physical well-being: 0.11
Adjusted R2 satisfaction with care: 0.31
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have been in poorer health compared to those who did fill
in the questionnaire.
Conclusion
PCC and co-creation of care are associated positively
with satisfaction with care and the physical and social
well-being of patients with multi-morbidity in the pri-
mary care setting. These findings are important because
current care delivery is not tailored to the needs of
patients with multi-morbidity, although multi-morbidity
is often related to adverse patient outcomes. Making
care more tailored to the needs of these patients by pay-
ing attention to PCC and co-creation of care may con-
tribute to better outcomes.
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well-being in patient populations with multi-morbidity, COPD, CVRM, and
diabetes. (DOCX 16 kb)
Abbreviations
COPD: Chronic obstructive pulmonary disease; CVD: Cardiovascular disease;
GP: General practitioner; PCC: Patient-centered care; PCPC: Patient-centered
primary care; SASC: Satisfaction with Stroke Care; SD: Standard deviation;
SPF-ILs: Social Production Function Instrument for the Level of Well-being
Acknowledgements
The authors thank all patients for taking the time to fill in the questionnaires.
Funding
We received funding from CZ, a Dutch health care insurance company. They
provided only funding for this study; the results are based solely on the
research findings.
Availability of data and materials
The data and surveys used are available upon request.
Authors’ contributions
JC and AN drafted the design for data collection. JC, SK, and AN were
involved in subject recruitment and data collection, JC performed the
statistical analysis, and JC, SK, and AN interpreted the data. SK drafted the
manuscript and JC and AN contributed equally to its refinement. All authors
have read and approved the final version.
Ethics approval and consent to participate
The medical ethics committee of Erasmus Medical Centre, Rotterdam, the
Netherlands, determined that the rules stipulated in the Medical Research
Involving Human Subjects Act did not apply to this study (protocol no. MEC-





Prof.dr. Anna Petra Nieboer works as an Associate Editor of BMC Health
Services Research. Other than that the authors declare that they have no
competing interest.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Received: 19 April 2018 Accepted: 14 December 2018
References
1. World Health Organization. Primary health care: now more than ever. 2008.
2. van Oostrom SH, Picavet HSJ, van Gelder BM, Lemmens LC, Hoeymans N,
van Dijk CE, et al. Multimorbidity and comorbidity in the Dutch population:
data from general practices. BMC Public Health. 2012;12(1):715.
3. Navickas R, Petric VK, Feigl AB, Seychell M. Multimorbidity: what do we
know? What should we do? J Comorb. 2016;6(1):4–11.
4. Lugtenberg M, Burgers JS, Clancy C, Westert GP, Schneider EC. Current
guidelines have limited applicability to patients with comorbid conditions: a
systematic analysis of evidence-based guidelines. PLoS One. 2011;6(10):e25987.
5. Tinetti ME, Bogardus ST Jr, Agostini JV. Potential pitfalls of disease-specific
guidelines for patients with multiple conditions. New Eng J Med. 2004;
351(27):2870–4.
6. van der Heide I, Snoeijs S, Quattrini S, Struckmann V, Hujala A, Schellevis F,
et al. Patient-centeredness of integrated care programs for people with
multimorbidity. Results from the European ICARE4EU project. Health Policy.
2018;122(1):36–43.
7. Lehnert T, Heider D, Leicht H, Heinrich S, Corrieri S, Luppa M, Riedel-Heller S,
König HH. Review: health care utilization and costs of elderly persons with
multiple chronic conditions. Med Care Res Rev. 2011;68(4):387–420.
8. Fortin M, Lapointe L, Hudon C, Vanasse A, Ntetu AL, Maltais D.
Multimorbidity and quality of life in primary care: a systematic review.
Health Qual Life Outcomes. 2004;2:51.
9. Institute of Medicine. Crossing the quality chasm: a new health system for
the 21st century. Washington DC: National Academies Press; 2001.
10. Gerteis M, Edgman-Levitan S, Walker JD, Stoke DM, Cleary PD, Delbanco TL.
What patients really want. Health Manag Q. 1993;15(3):2–6.
11. Rathert C, Wyrwich MD, Boren SA. Patient-centered care and outcomes: a
systematic review of the literature. Med Care Res Rev. 2013;70(4):351–79.
12. den Boer J, Nieboer AP, Cramm JM. A cross-sectional study investigating
patient-centred care, co-creation of care, well-being and job satisfaction
among nurses. J Nurs Manag. 2017;25(7):577–84.
13. van der Meer L, Nieboer AP, Finkenflugel H, Cramm JM. The importance of
person-centred care and co-creation of care for the well-being and job
satisfaction of professionals working with people with intellectual
disabilities. Scand J Caring Sci. 2018;32(1):76–81.
14. Gittell JH. Relationships between service providers and their impact on
customers. J Serv Res. 2002;4(4):299–311.
15. Cottrell E, Yardley S. Lived experiences of multimorbidity: an interpretative
meta-synthesis of patients’, general practitioners’ and trainees’ perceptions.
Chronic Illn. 2015;11(4):279–303.
16. Cramm JM, Nieboer AP. Is “disease management” the answer to our
problems? No! Population health management and (disease)
prevention require “management of overall well-being”. BMC Health
Serv Res. 2016;16:500.
17. Faul F, Erdfelder E, Lang AG, Buchner A. G*Power 3: a flexible statistical
power analysis program for the social, behavioral, and biomedical sciences.
Behav Res Methods. 2007;39(2):175–91.
18. Cramm JM, Nieboer AP. Validation of an instrument for the assessment of
patient-centred care among patients with multi-morbidity in the primary
care setting: the 36-item patient-centred primary care instrument. BMC
family practice. 2018;19:143.
19. Cramm JM, Leensvaart L, Berghout M, van Exel J. Exploring views on what is
important for patient-centred care in end-stage renal disease using Q
methodology. BMC Nephrol. 2015;16(1):74.
20. Berghout M, van Exel J, Leensvaart L, Cramm JM. Healthcare
professionals’ views on patient-centered care in hospitals. BMC Health
Serv Res. 2015;15:385.
21. Cramm JM, Nieboer AP. Validation of an instrument to assess the delivery of
patient-centred care to people with intellectual disabilities as perceived by
professionals. BMC Health Serv Res. 2017;17(1):472.
22. Nieboer A, Lindenberg S, Boomsma A, Bruggen ACV. Dimensions of
well-being and their measurement: the SPF-IL scale. Soc Indic Res.
2005;73(3):313–53.
23. Gittell JH. Relational coordination: guidelines for theory, measurement and
analysis; 2010.
24. Boter H, De Haan RJ, Rinkel GJ. Clinimetric evaluation of a satisfaction-with-
stroke-care questionnaire. J Neurol. 2003;250(5):534–41.
Kuipers et al. BMC Health Services Research           (2019) 19:13 Page 8 of 9
25. Baumann C, Rat AC, Mainard D, Cuny C, Guillemin F. Importance of patient
satisfaction with care in predicting osteoarthritis-specific health-related
quality of life one year after total joint arthroplasty. Qual Life Res. 2011;
20(10):1581–8.
26. Bredart A, Robertson C, Razavi D, Batel-Copel L, Larsson G, Lichosik D, et al.
Patients’ satisfaction ratings and their desire for care improvement across
oncology settings from France, Italy, Poland and Sweden. Psycho-Oncology.
2003;12(1):68–77.
27. Poder U, Vone L. Perceptions of support among Swedish parents of
children on cancer treatment: a prospective, longitudinal study. Eur J
Cancer Care. 2009;18(4):350–7.
28. Von Essen L, Larsson G, Oberg K, Sjoden PO. ‘Satisfaction with care’:
associations with health-related quality of life and psychosocial function
among Swedish patients with endocrine gastrointestinal tumours. Eur J
Cancer Care. 2002;11(2):91–9.
29. Cramm JM, Nieboer AP. Chronically ill patients’ self-management abilities to
maintain overall well-being: what is needed to take the next step in the
primary care setting? BMC Fam Pract. 2015;16:123.
30. Cramm JM, Nieboer AP. The effects of social and physical functioning and
self-management abilities on well-being among patients with
cardiovascular diseases, chronic obstructive pulmonary disease, and
diabetes. Appl Res Qual Life. 2014;9(1):113–21.
31. Cramm JM, Nieboer AP. The changing nature of chronic care and
coproduction of care between primary care professionals and patients with
COPD and their informal caregivers. Int J Chronic Obstruct Pulmon Disease.
2016;11:175–82.
32. Hopman P, Schellevis FG, Rijken M. Health-related needs of people with
multiple chronic diseases: differences and underlying factors. Qual Life Res.
2016;25(3):651–60.
33. Rosland A-M, Piette JD, Choi H, Heisler M. Family and friend participation in
primary care visits of patients with diabetes or heart failure: patient and
physician determinants and experiences. Med Care. 2011;49(1):37–45.
34. Kenning C, Fisher L, Bee P, Bower P, Coventry P. Primary care practitioner
and patient understanding of the concepts of multimorbidity and self-
management: a qualitative study. SAGE Open Med. 2013;1:
2050312113510001.
35. Idler EL, Benyamini Y. Self-rated health and mortality: a review of twenty-
seven community studies. J Health Soc Behav. 1997;38(1):21–37.
36. Picavet HSJ. National health surveys by mail or home interview. Effects on
response. J Epidemiol Community Health. 2001;55:408–13.
37. Buttle F, Thomas G. Questionnaire colour and mail survey response rate. J
Mark Res Soc. 1997;39:625–6.
38. Peters M, Kelly L, Potter CM, Jenkinson G, Gibbons E, Forder J, Fitzpatrick R.
Quality of life and burden of morbidity in primary care users with
multimorbidity. Patient Relat Outcome Meas. 2018;9:103–13.
Kuipers et al. BMC Health Services Research           (2019) 19:13 Page 9 of 9
